MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICA'i'E OF DEATH

DEPARTMENT OF PUBLIC HEALTH AND WELFEla 10.03 . " STATE FILE NUMBER
DO NOT WRITE AMENDED ) Registration District No. ______ ——ee—Primary Registration District N Regi .

ON THIS STUB HH > v :
1. PLACE OF DEATH ’ '.. 3 2. USUAL RESIDENCE (Where decensed lived. |f instijution: Residence before

. COUNTY ’ a. STATE Miss i b. COUNTY o~ admiasion}

VS 300
Rev. 4/59

b. CITY (if outside corporate limits, give TOWNSHIP only) Length of stay in 1b <. CITY . - Inside Limits
OR ’

TOWN  st. Louis 5 days oW St. Lowls Lt Yog NoQl

. FULL NAME OF (If NOT in hospital, give location) Inside Limits d. STREET {If cutside, élvq{alécaﬁon) Reside on Farm..
HOSPITAL OR ADDRESS

INSTITUTION St-m Hospitgl Yesg Ne J EOMBGM . Yes {1 N°£‘—

3. NAME OF DECEASED First Middle Last 4, DSTE Month Day Year
F

(Type or print} BFRNARD FRANCIS ROACH DEATH July 1l 1965

5. SEX 6. COLOR OR RACE 7. Morsied [J Never Married [] [8. DATE OF BIRTH | 9 AGE {les binhday) | IF UNDER 1 YEAR ] IF UNDER 24 HR

M&le White Widowed &' Divorced (J 8/15/190]_ 63 vears Months Days Hours | Min.

10a. USUAL OCCUFATION (Give kind of work done | 10b. KEND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country} | 12. CITIZEN OF WHAT COUNTRY

r.lurmgP oyt of worklng life, even if retired) St. Louis HO. U.S.A.

13s. FATHER'S NAME 13b, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR W'me3

James Roach Delia Clarke

V5. WAS DECEASED EVER IN U.S. ARMED FORCES? * * AT —La Address
(Yes, no, or unknown) | (If yes, give war or dates of service, .

TE AMENDED

18. CASSE OF DEATH (Entar only one cause per ling foromyogrwna s TERVAL BETWEEN
PART I. DEATH WAS CAUSED BY: g wT AND DEATH

IMMEDIATE CAUSE (2} U

Conditions, If eny, DUE TO (b) (“{M E{{i/\m 7 //

DOCUMENT

which gave rise to hdl

sbove cavie (a),
stating the under-
lying cauze jast, DUE TO {c) i
Y y 4
PART 1I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the tarminal PART 1. If decessed was famale was
diseasa condition given in PART 1 {a} thers a pregnancy in last 90 days.

. l 0 Yes | [ Neo i O Unknown
19. WAS AUTOP}T’N&. ACCE])EN'F SUICDIDE HOMEI!CIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)

PERFORMED?
YES 0 NO

20¢. TIME OF Hour Month, Day, Year
INJURY Z.m.
p.m,

20d. INJURY QCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE

WHILE AT WORK [ farm, factory, street, office bidg., etc.)

AMENDMENTS ON TH!S RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

NOT WHILE AT WORK [] P

f yi ey f / ra / o
21. | attended the d d from. 5 //C’.z’/ {a_{, ’ _L%ijd last saw ::?.:;‘"‘”” ’r-7 //( / hj

Danth occurrad ot 3: 20 PcM. // m on fthe datd stated above, and to the best of my knowledgde, from 4 cayses rated,

2a. sumAL CREMATION, | 23b. DATE V] 23¢c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, n, ar county)

“ormer | guly 1965 | calvary Cemetery St. L
“Z4. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. [ 26. REGISTRAR'S 3IGNAT
Buchholz Mortuary,Inc., 5967 W.Florissant JuL 1 21968 - GJM /7 L.

({Licensed Embalmer’s Statement on Reverse Side)

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

BY AFFIDAVIT QF

ITEM NO.




T
* -L

-+

¥
& .
ESFIANURE. 5. 3 AP L OF: N

ST,

STATEMENT BY LICENSED EMBALMER

I.hereby cerfify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by Student Embalmer No.

working under my personal supervision. . )
Student i 2"’ C{b«é‘/ tr, W
Signature of Student Embalmer v
. Vol
Licensed Embalmer No. rf\&?‘&

"p. 0. Address M J!;Q——; % .

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license). '

.If embalmed by a STUDENT, he also.shall sign in: h|s OWN: handwntmg
this body is. not embalme fact should be so stated above.

-




